).
I
n 1910, Hippolyte Bernheim (1840 Bernheim ( -1919 (Figure 1 ) described 10 patients with signs and symptoms of rightsided heart failure, and necropsy in each disclosed a thick left ventricular free wall and ventricular septum with the latter bulging into the right ventricular cavity (1) . He titled this original article "Venous asystole in hypertrophy of the left heart with associated stenosis of the right ventricle." In that article Bernheim included two drawings, one of a normal heart and one with a thickened left ventricular wall with the thick ventricular septum protruding toward the right ventricular cavity (Figure 2 ). In 1915, Bernheim published a similar article (2), this time titling it "Right ventricular stenosis caused by displacement of the septum in eccentric hypertrophy of the left ventricle and resulting venous asystole."
During the next century, a number of articles appeared describing "the Bernheim syndrome." Although Bernheim described 10 cases in his original article, most subsequent articles have been only case reports (3) (4) (5) (6) (7) (8) (9) (10) (11) , with few exceptions (1, (12) (13) (14) (15) (16) (17) (18) (19) (20) (21) (22) . Most subsequent articles were necropsy studies, and most supported the concept of the Bernheim syndrome's being a real entity. Th ere were exceptions. Evans and White (12) (Figure 1 ) studied 33 patients at necropsy with considerable left ventricular hypertrophy (heart weight >750 g) and then reviewed their medical records to determine whether signs and symptoms of right-sided heart failure were isolated or simply preceded signs of left-sided heart failure (dyspnea In 1955, Selzer and colleagues (6) ( Figure 1 ) described a 62-year-old man with severe hypertension (blood pressure 260/140 mm Hg) hospitalized because of nausea, hepatomegaly, distended neck veins, and clear lung fi elds. Right-sided cardiac catheterization disclosed identical peak systolic pulmonary arterial and right-ventricular pressures (87 mm Hg) and identical right atrial mean and right ventricular end-diastolic pressures (18 mm Hg). A few days later, the patient died rather suddenly. His heart weighed 690 g. A cross-section of the cardiac ventricles in this patient is shown in Figure 3 . Selzer et al argued rightfully that "'encroachment' of the cardiac septum on the cavity of the right ventricle appears to be a normal phenomenon, or may be an accentuation of normal conditions by left ventricular hypertrophy." Th e authors further argued "that the theoretic criteria for the pathologic diagnosis of the Bernheim syndrome have not been fulfi lled by the majority of cases [reported] ." Th ese authors concluded by stating "that the necropsy fi ndings alleged to 'prove' the existence of Bernheim's syndrome are based on misconceptions of the normal relationship and are therefore unacceptable. . . . and colleagues, cases purported to represent this syndrome continued to be published during the next decades, including its mention in a recent prominent cardiologic text (23) . Described herein is a patient in whom the ventricular septum from apex to base nearly obliterated the right ventricular cavity and yet cardiac catheterization 40 days before cardiac transplantation had shown identical pulmonary arterial and right ventricular peak systolic pressures.
CASE STUDY
A 71-year-old hypertensive retired college professor apparently had been well until age 48 years when he had a large myocardial infarct, and at age 54, probably a second myocardial infarct followed shortly by percutaneous coronary intervention with stents inserted in both right and left anterior descending coronary arteries. During subsequent years he developed evidence of severe heart failure, runs of ventricular tachycardia, atrial fi brillation, and a murmur consistent with mitral regurgitation. An intracardiac defi brillator was inserted when he was 63 years old. Th e left ventricular ejection fraction on some occasions was as low as 10%. When seen at Baylor University Medical Center at Dallas initially in December 2012, he had evidence of severe pulmonary congestion, which rapidly resolved with anti-heart failure drugs. His lungs then were normal to auscultation and by radiography. In April 2013, a right-sided cardiac catheterization was performed ( Figure  4) . The pulmonary arterial mean wedge pressure was 12 mm Hg. His body mass index was 24 kg/m². Just prior to cardiac transplantation (performed in May 2013), he was on 18 medications.
The explanted heart, which weighed 505 g, had extensive left ventricular and ventricular septal scarring with enormous dilatation of the left ventricular cavity and compression of the right ventricular cavity by the ventricular septum (Figures 5 and 6 ).
COMMENTS
After review of previous articles, including photographs of the heart (3, 6-8, 13, 15-18) , none actually showed in our view compression of the right ventricular cavity by the ventricular septum. In our patient, however, there was marked left ventricular dilatation with clear compression of the right ventricular cavity. Peak systolic pressures in both the right ventricle and pulmonary trunk, however, were identical, indicating the absence of "right ventricular stenosis" despite the appearance thereof from examination of the explanted heart. Th us, we agree with Evans and White 
